pulmonary embolism, haemorrhage, and caesarean section, but will be coded only to pulmonary embolism.
Deaths are classified as true maternal deaths when the main cause is directly due to pregnancy or childbirth, or as an associated death, when the main cause is some illness such as heart disease, even though the pregnancy or childbirth has brought to light or aggravated the condition leading to maternal death.
Avoidable Factors
One of the chief features of the inquiry is the assessment of any avoidable factor or factors in the circumstances of the death. It is not suggested that a death with avoidable factors could necessarily have been prevented, only that the risk of death might have been materially lessened.
There may have been delay in treatment or failure to provide adequate services; or there may have been failure to take advantage of the services provided-for example, a hospital bed for a high-risk patient, the obstetric flying squad in the event of haemorrhage, or consultant help in an abnormal case.
Failure in diagnosis or clinical mismanagement may sometimes be regarded as an avoidable factor. It has never been the function of the inquiry to attribute blame to any particular individual, but only to draw attention to errors which can be made.
An avoidable factor may be attributed to the patient because of failure to attend for antenatal care, or she may refuse medical advice about admission to hospital. An avoidable factor is also attributed to women who have had illegal abortion. In no case has failure to use contraceptives or to accept termination of pregnancy been regarded as an avoidable factor.
Because of the undoubted improvement in maternity care it might be expected that the percentage of maternal deaths with avoidable factors would have been reduced, but in fact this has not occurred because the views of the assessors on avoidable factors has tended to become more strict. these dealt only with pharmacy matters and one-third dealt also with other matters. The number of new committees set up increased slowly until 1967 and then showed a sharp rise. Their terms of reference, membership, and manner of appointment varied greatly. Among subjects dealt with the cost of drugs and the introduction of new prescribing sheets were prominent. Many of the respondents believed that the work of the committees, often with the help of smaller, more specialized groups, had significantly improved various aspects of the local supply and use of drugs.
Introduction
Hospital pharmacy committees are not new, especially in teaching hospitals, but these, rather informal, committees work very much on their own, knowing little or nothing of the experience of similar committees elsewhere. Since their functions of facilitating the supply and rationalizing the use of drugs in hospitals are important it seemed desirable to analyse these activities. A particular reason for doing so was the reorganization of the National Health Service, which affects the structure and function of many of the committees, though this seems to be inadvertent rather than intentional.
Methods
A questionnaire on the development, structure, and methods of working and subjects dealt with was distributed to hospital pharmacists by the regional pharmacssts of 13 of the 14 N.H.S. regions of England. Completed questionnaires were returned direct to us.
Results
Replies were received from 150 hospitals, a response rate of about 80%. Of these 70 had a committee dealing with drugs and related matters. Altogether 72% of the teaching hospitals and large, non-teaching hospitals had committees as compared with only 30% of the smaller hospitals. Forty-eight of the 70 committees dealt only with pharmacy and drug-related matters; the remainder had additional functions-for example, "medical matters" or "hospital expenditure." The type of committee was not related to the size of the hospital.
The first committee which dealt with pharmacy matters was set up in 1948. The number of committees increased steadily until 1968 and then more rapidly (see fig.) . Of those set up after 1968 three-quarters dealt with pharmacy matters only. 
ADMINISTRATIVE ASPECTS AND STRUCTURE
Of the committees dealing exclusively with pharmacy matters 28 (58 3%) were responsible to the medical committee, while of those with an additional function 13 (59%) were responsible to the then hospital management committee. Some committees were responsible to more than one body, while two (one dealing solely with pharmacy matters and one with an additional function) were allegedly responsible to no-one.
The terms of reference and number of members varied greatly. Most pharmacy-only committees existed to give advice committees were on some occasions attended by people other than committee members. The number of meetings a year ranged from one to 12. Over half of the committees met four to six times a year and only a few met more often. Most of these dealt with non-pharmacy matters. For about half of the committees business was usually prepared by one person, while for the others this was done by a group of people.
SUBJECTS DEALT WITH
The most common subject dealt with was the introduction of new prescribing systems (table II) . Fifty-five ofthe 70 committees believed that they had accomplished important work, but our method of inquiry did not allow us to attempt an assessment of their achievements. Many of the remaining 15 had only recently been constituted.
While many pharmacy matters are dealt with direct by pharmacy committees some are considered by subcommittees or special working groups. Most of the 80 hospitals which had no pharmacy committee had had such subcommittees or working groups but over 25% had no evident mechanism for discussing drug-related matters. Of the hospitals with a pharmacy committee, 80% at various times also made use of subcommittees and other special groups; the remainder presumably dealt with all the business themselves.
Discussion
There were no obvious differences in scope or organization of work between the two types of committees. Though some committees were responsible to the medical committee and others to the hospital management committee, governors, or an administrator their terms of reference, where these had been defined, were broadly similar. The size and composition of the committees seemed to be unrelated either to their terms of reference or to their position in a hospital's committee structure but were greatly influenced by a variety of local factors. For example, one committee consisted of six doctors and one administrator. The absence of a pharmacist and a nurse was a matter of constitution but, in fact, the chief pharmacist and a nurse were present at all meetings, though "in attendance." Three committees consisted entirely of the chief pharmacists of the hospitals in a group.
Preparation of business by a group can help to focus and speed the work of the committee. At The London Hospital the work of the committee has been more effective since the agenda began to be prepared routinely by a small informal group of its members, the "pharmacy advisory group." This provides an opportunity for preliminary discussion and clarification of issues on which the committee must take decisions.
New pharmacy committees have been set up at an increasing rate since 1968. A possible explanation for this may have been the issue of an official circular on measures for controlling drugs on the ward'. New prescribing sheets were also being introduced at the time. The subjects dealt with by the committees were very varied (table II) .
Our results confirm that hospital pharmacy committees serve a useful function in promoting the rational use of medicines. This has long been the experience in the United States and more recently in Sweden. In the U.S. hospital formulary committees seem to have had little contact with one another, as in England. In Sweden, however, hospital medicines committees have worked together to a considerable extent, and in November 1973 about 70 members of committees from central provincial and district hospitals met to discuss their organization and work2. This symposium was so successful that it is planned to make it a regular event.
After the reorganization of the N.H.S. last April most hospital pharmacy committees are having to reconsider their sphere of influence and thus their membership. Until now these committees have operated within a hospital or a small group of hospitals. This has enabled them to be small enough to be effective and to tackle the work briskly and efficiently. Now the district will in many cases be the appropriate unit of operation for a hospital pharmacy committee, which will then often be concerned with more hospitals than before. The first task will be to add representatives from the new hospitals without making the committee too large. Important issues on which agreement can be reached relatively easily should obviously be tackled before equally important ones over which there are wide differences between the constituent hospitals.
In multidistrict area health authorities it would be desirable to co-ordinate the activities of the district hospital pharmacy committees so that there is optimal compatibility between them and the decisions they reach.
When a hospital pharmacy committee is to be established for the first time additional factors should be considered. Firstly, there is a tendency to recruit the medical members entirely from the division of medicine and the department of pharmacology or therapeutics where one exists. Though it is essential to include these groups we believe it important that the divisions of surgery and anaesthesia should also be represented. Secondly, the membership should include representatives of nursing and pharmacy. Whether an administrator should be a member or "in attendance" will depend on what is expected of him.
The reorganization of the N.H.S., the major changes in hospital pharmacy committees, and the enthusiastic but haphazard development of hospital pharmacy committees all indicate that the time has come for the D.H.S.S. to recognize these committees and to make recommendations on their terms of reference, composition, and mode of operation. Pharmacy committees were not mentioned in Management Arrangements for the Reorganised National Health Service3 and such recommendations would repair this omission.
